Total surgical correction of the tetralogy of Fallot remains a most challenging and difficult problem in cardiac surgery. The present study, like others, indicates that this lesion can be corrected, and excellent anatomical and haemodynamic results can be obtained with an acceptable mortality.
In 1955, after 10 years of palliative surgery using various shunt operations, Lillehei accomplished the first successful total surgical correction of the tetralogy of Fallot (Lillehei et al., 1955) . The early mortality after the corrective operation was high, often in the range of 40% ; but today in most centres the operative mortality has been reduced to about 10°, (Kirklin, Wallace, McGoon, and DuShane, 1965; Malm et al., 1966; Zerbini, 1969) . This is a review of 45 consecutive cases of Fallot's tetralogy which have been submitted to corrective surgery at the Christian Medical College Hospital, Vellore, India, between 1967 and 1971 . This series constitutes the largest reported so far from this country.
The essential features of the complex anomaly presented here include a ventricular septal defect of a size approximating to the aortic orifice, and pulmonary stenosis of such severity that it, in combination with the ventricular septal defect, results in identical right and left ventricular pressures. There is, in addition, a varying degree of dextroposition of the aorta. (Figure) .
MATERIAL AND METHODS
In five of the 45 patients, an anastomotic procedure had been performed previously. There was no correlation between mortality and the presence or absence of a previous shunt. The mortality data are presented in Table IV . There was one instance of permanent heart block (2%) in this small series of patients.
Certain uncommon severe associated defects (multiple ventricular septal defects, pronounced bronchopulmonary collaterals, aortic incompetence) did adversely influence the results of operation. Dobell, Charrette, and Chughtai (1968) have reported excellent results in children under 5 years of age. However, for infants and small children less than 5 years of age and weighing less than 10 kg, a shunt operation is preferable.
Of the 45 patients, 39 were cyanotic and 6 were acyanotic. There were no deaths in the acyanotic group. There appeared to be no striking correlation between polycythaemia and operative mortality (Leachman, Hallman, and Cooley, 1965) . However, the series is too small to draw any significant conclusions about this effect (Table VI) . Haemodynamic studies in eight cases revealed excellent results in five. The incidence of residual ventricular septal defect varied from 15 to 22% in previous published reports (Barnard and Schrire, 1966; Lillehei, Levy, Adams, and Anderson, 1964) . In cases of doubt on oxygen analysis, we used an ascorbate dilution technique to rule out a shunt. Two out of eight cases showed evidence of a significant residual shunt. In spite of this evidence one of them is completely asymptomatic and leading a normal life.
Ten patients developed signs of pulmonary regurgitation in the postoperative period. Seven of these were considered trivial. The recent report of Bristow et al. (1970) that pulmonary regurgitation has been tolerated well up to 10 years postoperatively offers reassurance to the surgeon that where necessary an outflow gusset should be used. 
